Editorial Note: The findings in this report indicate that ischemic strokes account for most stroke-related deaths and that state-by-state variations exist in the proportion of strokerelated deaths that occur pretransport. These findings are consistent with other evidence that many acute ischemic stroke patients cannot benefit from thrombolytic therapy because they do not reach medical treatment in time (4-6). Thrombolytic therapy is a time-dependent therapy with a window of efficacy of <3 hours after the onset of symptoms (4). The reported prehospital delay ranges from 1 to 14 hours, with 3-6 hours as the typical time range (6). Because the advent of thrombolytic therapy has made the early recognition of stroke symptoms and rapid medical response imperative, educational programs are needed for both health-care providers and the public to reduce stroke-related deaths and disability.
In the United States, stroke is the third leading cause of death and one of the major causes of serious, long-term disability among adults. Each year, approximately 500,000 persons suffer a first-time stroke, and approximately 167,000 deaths are stroke-related (1) . This report presents national and state-specific death rates for stroke in 1999, which indicate state-by-state variations in both stroke-related death rates and the proportions of stroke decedents who die before transport to an emergency department (ED). Prevention through public and medical education remains a key strategy for reducing stroke-related deaths and disability.
CDC compiled national and state mortality data based on death certificates from state vital statistics offices (2) . Demographic data were reported by funeral directors or provided by family members of the decedent. Stroke-related deaths are those for which the underlying cause listed on the death certificate by a physician or a coroner is classified according to the International Classification of Diseases, Tenth Revision (ICD-10) codes I60-I69. Stroke subtypes are defined as subarachnoid hemorrhagic stroke (I60), intracerebral hemorrhagic stroke (I61-I62), ischemic stroke (I63-I67), and sequelae of stroke (I69). Place of death was defined as either pretransport, dead on arrival (DOA), in the ED, or in the hospital after admission. Pretransport deaths occurred at the decedent's residence, in a nursing home, or in an extended-care facility before transport to a hospital or ED. Stroke-related death rates for groups defined by age, sex, race/ethnicity, stroke subtype, and state were determined by dividing the number of deaths by the population at risk in that group. Estimates of resident populations and age-adjusted death rates were calculated by using the 2000 U.S. standard population (3). Among U.S. residents, 167,366 stroke-related deaths occurred in 1999, with an age-adjusted rate of 63.4 per 100,000 population. The greatest proportion of deaths occurred among persons aged >85 years (40.1%) followed by those aged 75-84 years (34.3%), those aged 65-74 years (14.4%), and those aged <65 years (11.2%). Age-specific death rates increased for successive age groups (Table 1) . By race/ethnicity, the highest age-adjusted death rates for stroke occurred among blacks followed by whites (225.2 and 166.7 per 100,000 population, respectively). Age-adjusted death rates for stroke were slightly higher among men (62.4) than among women (60.5). Ischemic strokes accounted for 68.3% of all stroke-related deaths; age-adjusted death rates were higher for ischemic stroke than for all other stroke subtypes.
In 1999, a total of 79,663 (47.6%) stroke-related deaths occurred pretransport, 926 (0.7%) occurred as DOA, 5,519 (3.3%) occurred in the ED, and 80,369 (48.0%) occurred after admission to the hospital; for 889 (0.5%) deaths, placeof-death data were not available. The proportion of pretransport deaths increased with age, and the proportion of deaths that occurred as DOA or in the ED decreased with age. The proportion of pretransport deaths was higher among women (52.2%) than among men (40.3%) and higher among whites (50.1%) than among other racial/ethnic populations.
Conversely, the proportion of stroke-related deaths that occurred in the ED was higher among blacks (5.8%) than among other racial/ethnic populations, and higher among Hispanics (4.8%) than among non-Hispanics (3.2%). Compared with other stroke subtypes, the highest proportion of pretransport deaths was among persons who died of sequelae of stroke or other cerebrovascular disease (69.1%), followed by ischemic stroke (23.3%), subarachnoid hemorrhagic stroke (13.7%), and intracerebral hemorrhagic stroke (12.6%). Persons who died of subarachnoid hemorrhagic stroke accounted for the highest proportion of deaths that occurred as DOA or in the ED (1.1% and 7.8%, respectively).
The state-specific, age-adjusted death rates for stroke ranged from 33.0 per 100,000 population in New Hampshire to 83.8 in South Carolina ( Table 2 ). The proportion of pretransport deaths ranged from 23.3% in the District of Columbia to 67.3% in Oregon. States with >60% of stroke deaths reported as occurring pretransport were Colorado (60.0%), Wisconsin (60.7%), Utah (60.7%), Minnesota (62.1%), Idaho (64.0%), Washington (64.4%), Vermont (67.2%), and Oregon (67.3%). The proportion of stroke-related deaths reported as DOA ranged from zero to 4.6%; those having occurred in the ED ranged from 0.8% to 8.3%. The proportion of stroke-related deaths for which place-of-death data were missing ranged from zero to 11.2%. pretransport might reflect differences in public awareness of stroke symptoms. Results from population-based surveys suggest that many persons are unaware of the five most common signs and symptoms of stroke: sudden numbness or weakness, sudden dimness or loss of vision, sudden dizziness or loss of balance, sudden severe headache, and confusion or difficulty speaking. Only 57% of survey respondents in the Greater Cincinnati area and 39% in Georgia could identify at least one of these symptoms (7, 8) .
The accurate identification and rapid transport of stroke patients by emergency medical system (EMS) personnel are crucial to the successful early treatment of stroke (9). To assess whether a patient is having a stroke, EMS personnel should be trained properly and equipped with the appropriate technology. In addition, triage nurses and physicians in the ED should be educated to treat stroke as a medical emergency.
State-by-state variations in the proportions of stroke-related deaths by place of death might reflect different EMS policies about the need to transport persons who have already died. The high proportion (63.9%) of stroke-related deaths that occurred pretransport among adults aged >85 years might be explained, at least in part, by do-not-resuscitate orders in nursing homes and long-term care facilities, especially for older persons disabled by the sequelae of previous strokes. However, approximately 25% of stroke-related deaths among persons aged <65 years occurred pretransport, as DOA, or in the ED, suggesting that persons in this age group might dismiss stroke as a problem of the elderly and therefore delay their response to symptoms.
The findings in this report are subject to at least two limitations. First, data are subject to misclassification of race/ethnicity both in the population census and on death certificates, which might result in overreporting of deaths among blacks and whites and underreporting deaths among other racial/ethnic groups (10). Second, data on underlying cause and place of death are subject to error because they originate from the physicians or coroners who certify each death.
Because high blood pressure, diabetes, high cholesterol, and smoking remain the major risk factors for stroke, prevention through public and medical education and through risk-factor reduction should continue to be the focus of public health efforts to reduce the number of stroke-related deaths. Prevention efforts also must include broad-based public health efforts to increase awareness of stroke symptoms and Fetal alcohol syndrome (FAS) is caused by maternal alcohol use during pregnancy and is one of the leading causes of preventable birth defects and developmental disabilities in the United States (1). FAS is diagnosed on the basis of a combination of growth deficiency (pre-or postnatal), central nervous system (CNS) dysfunction, facial dysmorphology, and maternal alcohol use during pregnancy. Estimates of the prevalence of FAS vary from 0.2 to 1.0 per 1,000 live-born infants (2) (3) (4) . This variation is due, in part, to the small size of the populations studied, varying case definitions, and different surveillance methods. In addition, differences have been noted among racial/ethnic populations (5) . To monitor the occurrence of FAS, CDC collaborated with five states (Alaska, Arizona, Colorado, New York, and Wisconsin*) to develop the Fetal Alcohol Syndrome Surveillance Network (FASSNet). This report summarizes the results of an analysis of FASSNet data on children born during 1995-1997, which indicate that FAS rates in Alaska, Arizona, Colorado, and New York ranged from 0.3 to 1.5 per 1,000 live-born infants and were highest for black and American Indian/Alaska Native populations. This study demonstrates that FASSNet is a useful tool that enables health care professionals to monitor the occurrence of FAS and to evaluate the impact of prevention, education, and intervention efforts.
FASSNet is a standardized, multiple-source FAS surveillance method supported by CDC through cooperative agreements with four state health departments and one university. Surveillance is conducted statewide in Arizona and Alaska and in selected areas of Colorado (Denver-Boulder Consolidated Metropolitan Statistical Area) and New York (nine counties in western New York). FASSNet participants use the same general surveillance methodology, including a common case definition for confirmed and probable FAS (Table 1) ; multiple sources to identify cases (e.g., hospitals, birth defects monitoring programs, genetic clinics, developmental clinics, early intervention programs, and Medicaid files); a common electronic data abstraction form; and quality assurance procedures to maintain consistency among sites (6) . The surveillance case definition is based on criteria from the 1996 Institute of Medicine report on FAS (1), which were adapted for use by FASSNet by a committee of experts in dysmorphology, psychology, and public health surveillance. Each state used multiple sources to identify potential cases, including International Classification of Diseases, Ninth Revision (ICD-9) code 760.71 (newborn affected by alcohol via placenta or breast milk) in hospital discharge data sets or birth defects monitoring programs, specialty clinic records of prenatal alcohol exposure or suspected FAS, and health-care provider referral of children to a state FASSNet program. Case status was determined electronically through application of computer algorithms (derived from the surveillance case definition) by evaluating the combined data from all abstracted records for each child.
The analysis included only children who were born during 1995-1997 to a mother then residing in a surveillance area and who, based on medical record information abstracted during June 1998-March 2002, met the surveillance case definition for confirmed or probable FAS ( Table 1 ). The denominator for the prevalence calculations consisted of all births to women residing in the selected surveillance area as determined by birth certificate data. For reporting purposes, the mother's race/ethnicity on the birth certificate was used to classify the child's race/ethnicity.
Records for 1,489 children were reviewed and abstracted; information was abstracted from more than one record source (including birth certificates) for 1,338 (90%) children who might have FAS. A total of 209 children (14%) met the surveillance case definition for confirmed or probable FAS; 24 (11%) were excluded from the analysis because they were born outside the surveillance area. Of the remaining 185 children with confirmed or probable FAS, 142 (77%) met the confirmed definition, and 43 (23%) met the probable definition. Children with a probable diagnosis were included because they were likely to have FAS given that they met FAS-specific dysmorphic facial criteria and at least one other criterion (e.g., CNS abnormalities or growth retardation). Although health-care provider documentation of maternal alcohol use during pregnancy is not required to meet the confirmed or probable case definition, such documentation existed in at least one abstracted record for 170 (92%) of the 185 children.
The overall 3-year prevalence of FAS varied only slightly in three of the four sites, from 0.3 to 0.4 per 1,000 live-born infants; the prevalence in Alaska was 1.5 (Table 2) , due primarily to a high rate among American Indians/Alaska Natives. The highest prevalence rates observed during the surveillance period were among blacks in two states (range: 0.9-1.6) and among American Indians/Alaska Natives in two states (range: 2.5-5.6).
Editorial Note: This report demonstrates that maternal alcohol use during pregnancy continues to affect children. Recent data indicate that the prevalence of binge (i.e., >5 drinks on any one occasion) and frequent drinking (i.e., >7 drinks per week or >5 drinks on any one occasion) during pregnancy reached a high point in 1995 and has not declined (7).
FASSNet prevalence rates are similar to rates published previously from population-based prevalence studies, despite different case definitions and surveillance methods (2) . These data indicate that children born to mothers in certain racial/ ethnic populations have consistently higher prevalence rates of FAS. For example, FAS prevalence was 3.0 per 1,000 liveborn infants for American Indians/Alaska Natives during 1977-1992 compared with 0.2 for other Alaska residents during the same period (4). FASSNet findings confirm higher prevalence rates among black and American Indian/Alaska Native populations. Alaska health authorities have increased efforts to address this health problem. Increased awareness of maternal alcohol use and more complete documentation by Alaska Native health organizations might result in more vigilant reporting of potential cases of FAS, which could contribute to high reported FAS prevalence in this population (4) . The number of children affected adversely by in-utero exposure to alcohol is probably underestimated for at least four reasons. First, some FAS cases might not be diagnosed because of the syndromic nature of the condition, the lack of pathognomonic features, and the negative perceptions of FAS diagnosis. Second, medical records of children with FAS often lack sufficient documentation to determine case status. For example, 10 children diagnosed with FAS by a clinical geneticist, dysmorphologist, or developmental pediatrician did not meet the surveillance case definition for confirmed or probable FAS because documentation in the abstracted medical records was insufficient or the child did not meet FASSNet surveillance case definition criteria. However, adding these 10 children to the total case count would change the overall prevalence only slightly, from 0.43 to 0.45 per 1,000 live-born infants. Third, some children might not be identified as having FAS until they reach school age, at which point CNS abnormalities and learning disabilities are recognized more easily. Because only part of the cohort under surveillance was of school age and education records were not used in this surveillance system, the actual number of cases might have been underestimated. Finally, an unknown number of persons with FAS left the surveillance area before being identified by the surveillance system. Because of the small numbers and differences in sources and awareness among clinicians, prevalence rates across racial/ethnic populations and across states should be compared with caution.
Ongoing, consistent, population-based surveillance systems are necessary to measure the occurrence of FAS and the impact of FAS prevention activities. These systems also are useful in evaluating the need for early intervention and special education services for children with birth defects such as FAS. One of the national health objectives for 2010 is to reduce the occurrence of FAS (objective no. 16-18) (8); however, no national surveillance program exists to evaluate progress in achieving this objective. FASSNet data can be used in conjunction with maternal alcohol exposure surveillance system data to monitor trends and identify high-risk populations for targeted prevention efforts.
Nonfatal Self-Inflicted Injuries Treated in Hospital Emergency Departments -United States, 2000
CDC, in collaboration with the Consumer Product Safety Commission (CPSC), expanded CPSC's National Electronic Injury Surveillance System (NEISS) in July 2000 to include all types and external causes of nonfatal injuries treated in U.S. hospital emergency departments (EDs) (1). This ongoing surveillance system, called NEISS All Injury Program (NEISS-AIP), provides data to calculate national estimates for nonfatal injuries treated in EDs during 2000. This report provides national, annualized, weighted estimates of nonfatal self-inflicted injuries treated in U.S. hospital EDs. Overall, self-inflicted injury rates were highest among adolescents and young adults, particularly females. Most (90%) self-inflicted injuries were the result of poisoning or being cut/pierced with a sharp instrument, and 60% were probable suicide attempts. NEISS-AIP data increase understanding of self-inflicted injuries and can serve as a basis for monitoring trends, facilitating additional research, and evaluating intervention approaches.
NEISS-AIP includes data from 66 of the 100 NEISS hospitals, which were selected as a stratified probability sample of all hospitals in the United States and its territories with a minimum of six beds and a 24-hour ED (2,3). The NEISS-AIP hospitals are a nationally representative sample of U.S. hospital EDs. NEISS-AIP provides data on approximately 500,000 injury-and consumer product-related ED cases each year. Data from these cases are weighted by the inverse of the probability of selection to provide national estimates (2). Annualized estimates for this report are based on weighted data for 2,008 nonfatal self-inflicted injuries treated in EDs during July-December 2000. The weight of each case was doubled, and then these weighted values were added to provide annualized estimates for the overall population and population subgroups (i.e., age, sex, and race/ethnicity*). A direct variance estimation procedure was used to calculate 95% confidence intervals and to account for the complex sample design (2) .
Injuries were defined as bodily harm resulting from acute exposure to an external force or substance, including unintentional and violence-related causes. Cases were excluded if 1) the principal diagnosis was an illness, pain only, psychological harm (e.g., anxiety and depression) only, contact dermatitis associated with exposure to consumer products (e.g., body lotions, detergents, and diapers) and plants (e.g., poison ivy), or unknown; or 2) the ED visit was for adverse effects of therapeutic drugs or of surgical and medical care (4) . Injuries were classified into mutually exclusive categories according to the intent of injury (i.e., unintentional, assault, self-inflicted, and legal intervention † ). This analysis is limited to nonfatal self-inflicted injuries. Data about sex, race/ethnicity, injury mechanism (e.g., fall, struck by/against, and cutting/ piercing), and disposition were collected. The mechanism of injury represents the precipitating mechanism that initiated the chain of events leading to the injury, similar to the underlying cause for injury-related death. Mechanisms of injury were classified into recommended major external cause-of-injury groupings (4,5) by using definitions consistent with International Classification of Diseases, Ninth Revision, Clinical Modifications (ICD-9-CM) external-cause coding guidelines (6) . To evaluate the likelihood that a nonfatal self-inflicted injury was suicide-related, CDC analyzed verbatim text comments recorded in the NEISS-AIP database from ED patient charts for each injury. A self-inflicted injury was categorized as a probable suicide attempt if the text comments specifically indicated that the injury resulted from an attempt to take one's own life. A self-inflicted injury was deemed a possible attempt if the chart did not explicitly mention suicidal behavior but indicated that the patient had a history of condition(s) associated with suicidal behavior (e.g., depression or a previous suicide attempt). The remaining self-inflicted injuries were categorized as unclear/unknown regarding intent.
During 2000, an estimated 264,108 persons were treated in EDs for nonfatal self-inflicted injuries (rate: 95.9 per 100,000 population) (Table 1) ; the rate for females (107.7) was higher than that for males (83.6). An estimated 170,222 (65%) injuries resulted from poisonings, 65,256 (25%) were attributed to injuries with a sharp instrument, and 3,016 (1%) involved a firearm ( Table 1) . The causes of self-inflicted injuries were similar for males and females, although the proportion attributed to poisoning was higher for females (72%) than for males (55%). An estimated 129,832 (49%) persons were treated and released from EDs, 85,287 (32%) required hospitalization, and 41,784 (16%) were transferred to another institution for care. An estimated 158,466 self-inflicted injuries (60%) were considered probable suicide attempts, and 27,294 (10%) were considered possible attempts; for 78,358 self-inflicted injuries (30%), the information in the text field was unclear/unknown regarding intent. By age, rates were highest among adolescents aged 15-19 years and young adults aged 20-24 years (259.0 and 236.6, respectively), with the highest rate occurring among females aged 15-19 years (322.7). By race/ethnicity, rates were highest among white, non-Hispanic males (71.8) and females (93.9). * Often only one entry is available on the ED record for race/ethnicity. The classification scheme for this report assumed that most white Hispanics probably were recorded on ED record as Hispanics and that most black Hispanics probably were recorded as black. † Injuries inflicted by law enforcement personnel during official duties. Editorial Note: The findings in this report highlight the magnitude of nonfatal self-inflicted injuries in the United States and their disproportionate impact on females and young persons. This report supplements previous NEISS-AIP summary results by providing descriptive characteristics of self-inflicted injuries.
A substantial proportion of persons who deliberately harmed themselves might not have intended to die. Further study is required to clarify the relation between self-inflicted injuries and suicidal behavior and to identify the unique characteristics of self-inflicted injuries that are not intended to result in death. Defining the differences or similarities between the various categories of self-inflicted injuries (i.e., those that are suicide-related and those that are not) might have important implications for prevention efforts of these injuries.
The findings in this report are subject to at least three limitations. First, estimates are based on data collected for a 6-month period and might not reflect seasonal differences in the number of self-inflicted injuries. Second, outcomes are specific to ED visits and do not include more distant outcomes (e.g., those resulting from hospitalization or transfer to another facility). Finally, the number of probable suicide attempts might be underestimated. NEISS-AIP data are based only on information contained in ED records and are not linked or supplemented with other data sources (e.g., hospital discharge records or police records). A patient might be unable or unwilling to report a self-inflicted injury initially as suicidal behavior but might do so later, or a health-care provider might not ask specific questions about intent.
The estimate of probable suicides in this report is lower than that in the National Hospital Ambulatory Medical Care Survey (NHAMCS) (7). NEISS-AIP records only the initial ED visit; NHAMCS records both the initial ED visit and any subsequent visits related to a specific injury event.
Methods to identify external cause for violent injury (8) and to standardize nomenclature (9) need to be improved.
This analysis highlights the usefulness of NEISS-AIP for estimating the number of self-inflicted injuries treated in U.S. hospital EDs and for providing descriptive information about those injuries. NEISS-AIP data can help public health professionals understand better the magnitude and characteristics of self-inflicted injuries and serve as a basis for monitoring trends, facilitating additional research on the costs and consequences of injuries, and evaluating suicide prevention efforts such as the National Strategy for Suicide Prevention (10).
Notice to Readers

National High Blood Pressure Education Month, May 2002
May is National High Blood Pressure Education Month in the United States. Approximately 50 million persons in the United States aged >6 years have high blood pressure (i.e., a person with systolic blood pressure of >140 mm Hg or a diastolic blood pressure of >90 mm Hg or a person taking antihypertensive medication) (1). High blood pressure increases the risk for diseases of the heart and stroke, the first and third leading causes of death in the United States, respectively.
Lowering high blood pressure will reduce new events and deaths from these cardiovascular diseases and can be achieved through lifestyle modifications alone or in combination with drug therapy (2) . Key lifestyle changes include weight reduction and control, adequate physical activity, moderation in alcohol intake, reduced dietary sodium, and increased dietary potassium. Additional lifestyle changes to improve overall cardiovascular health include smoking cessation and reduced intake of saturated fats. The most recent recommendations for the detection and treatment of high blood pressure are available from the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure (2).
During May, many CDC-sponsored state cardiovascular health programs, the National High Blood Pressure Education Program, and the American Heart Association will highlight activities that raise awareness and understanding about high blood pressure as a risk factor for heart disease and stroke. Additional information about how high blood pressure can be prevented or treated is available from the American Heart Association at http://www.americanheart.org, the National Heart, Lung, and Blood Institute at http://www.nhlbi.nih.gov/ about/nhbpep, and CDC at http://www.cdc.gov/nccdphp/cvd. 
Notice to Readers
National Stroke Awareness Month, May 2002
May is National Stroke Awareness Month in the United States. Stroke is the third leading cause of death in the United States and is a leading cause of serious, long-term disability. During 2002, approximately 500,000 persons in the United States will have a first-time stroke, and an additional 100,000 will have a recurrent attack (1) .
New developments in treatment of ischemic stroke have shown that thrombolytic medications might make the difference between disability and full recovery (2), but thrombolytic treatment is effective only if given within 3 hours of onset of symptoms. Among persons who died of stroke in 1999, 48% of deaths occurred before transport to a hospital or emergency department. Recognizing stroke symptoms and seeking prompt emergency assistance can help reduce stroke death and disability.
During May, several CDC-sponsored Cardiovascular Health State Programs, the National Stroke Association, the American Stroke Association, and other federal agencies will highlight programs and activities about prevention and awareness of stroke and its risk factors. For example, the Cardiovascular Health State Program in several states will be collaborating with the American Stroke Association to implement "Operation Stroke," an initiative to increase public awareness of stroke symptoms and the need to call 911 and to improve emergency and medical care for stroke.
Additional information about stroke, warning signs, risk factors, prevention, treatment, and new research is available from CDC at http://www.cdc.gov/nccdphp/cvd, from the Centers for Medicare and Medicaid Services at http://www.hcfa.gov/quality/11.htm, from the National Institute of Neurological Disorders and Stroke at http:// www.ninds.nih.gov, from the American Heart Association/ American Stroke Association at http://www.americanheart.org and http://www.strokeassociation.org, from the Brain Attack Coalition at http://www.stroke-site.org, and from the National Stroke Association at http://www.stroke.org. 6  20  1  1  662  660  223  399  36  33  Alaska  1  ---7  12  3  3  --Hawaii  2  1  ---7  2  10 -- - -
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